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MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH I63—049842
8

DEPARTMENT OF FUBLIC HEALTH AND WELFAR m J
DO NOT WRITE ﬂﬁ""’"g D"""] ho. Bls_hnmary Registration District No, e W W7o t____neguh"r + No.
et =

ON THIS STUB AMENDED 1904

STATE FILE NUMBER

1. PLACE OF DEA‘I’H
a. COUNTY

7. USUAL RESIDENCE [Where deceassd liwad. [T inatitorion: Residencs Gefors

a. STATE msaouri b. COUNTY sm St. Ioﬂiiﬂi“}

c. CITY Inside Limits
Yea ] No O

Reside on Farm

Yes O NoXD

VS 300

b. CITY {If outside corporate kimits, give TOWNSHIP anly}

TOSVN St. Louis

¢. FULL NAME OF (If NOT in hospiral, give location)

HOSPITAL ORpyy e Iane Hospital 3719 Bobring

INSTITUTION
3. NAME OF DECEASED First Middle Last 4, DATE
{Type or grin) OF

Anna Frances Perrot PEATH Decem
4, COLOR OR RACE 7. Married []  Nevar Married (] |B. DATE OF B1RTH | 9- AGE {laat birthday)

Femle White Widowed I Divoreed [J 2/6/1882 81

10a. USUAl OCCUPATION {Give kind of work done 11. BIRTHPLACE (City and s1ate or country) | 12. CITIZEN OF WHAT COUNTRY

g most ofﬁginq life, even if retired) - St. mig co- . MD. U .S .A .

ouse
14, NAME OF AUSBAND OR WIFE

13a. FATHER'S NAME
17. INFORMANT Address

Goewert,
Viola Diel 3719 Bobring, lLema

15. WAS DECEASED EVER IN U.5. ARMED FORCES
(Yes, naﬁr unknown)l {if yas, give war or dates of
one
Th e Ll b ’;ZC R
tating the under-
I.',l'?ﬂ‘gng cuumu [F1R DUE TO (<} / 70 *

PART 1. OTHER SIGNIFICANT CONDITIONS COMTRIBUTING TO DEATH But not relsted 1o the terminal PART 114, I decaared was

diveays tondition given in PART | [a) there a pragnan

Length of stay in 1b
QR
TOWN
d. STREET

ADDRESS

lemay

Inuide Limity

Yer E Ne [

(It cutsida, give locatian}

DATE AMENDED

Month Day Year

5. SEX 1F UNDER 1 YEAR

Months Days

IF UNDER 24 HR
Hours Min.

10b. KIND OF BUSINESS OR INDUSTRY

Own

13b. MOTHER’S MAIDEN NAME

;Hg.qilbara
16. SOCEAL SECURITY NO.

D

s Mo,
INTERVAL BETWEEN
ONSE! AND DEATH

18. CAUSE OF DEATH (Enter only one cause pel
DEATH WAS CAUSED BY

= .
IMMEDIATE CAUSE {a) Ct.‘,,—-e,_l\_,' A TN AT

T TOr (&), (O], anmg (O]

PART 1.

DOCUMENT

Conditions, 1f any,
which gave rise to
above cause (s),

OUE TO (L)

INSTEAD OF

female  wos
in last 90 days.

3 Unknown

e AU | ove

20s. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I of item 18.)
= - —— -
A—t —H

How Month, Day, Year
a.m, J—
p.m. o

INJURY QCCURRED
WHILE AT WORK [J
NOT WHILE AT WORK D

| sttended the decessed ’mm—fLL—WM_

5. WAS AUTOPSY
PERFORMED?, -7
YES[J NO

20c. TIME_OF
INJURY

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

a—————

20f. CITY, TOWN, OR LOCATION
—_—
/-

-
Pyl
_&%ﬂd last saw::f;alive on / >—'/ _){f"/é/
m on the date mafed sbove, and to the best of my knowledge, from the cavses stated.

MEDICAL CERTIFICATION

20e. PLACE OF INJURY (e.g., in er about home, COUNTY

20d. street, office bidg., e

OR

21.

Death occurred ot

USE BLACK INK
TYPEWRITER RIBBON

SHOULD READ

ITEM NO.

BY AFFIDAVIT OF

22s. SIGNATURE

22b. ADDRESS

In B>

/S‘b#%

22: DATE

7:;,72:

23s. BURIAL, CREMATION,
REMOVALiSpecify)

23b. DATE

Dec. 28, 1963

22c. NAME OF CEMETERY OR CREMATORY

Mt., Olive Cemetery

é‘ Fﬂ‘oﬂ‘ wis%er lﬂor‘l‘.uar1.e'§mmESH
.'lela_sa,-Bread:wey-Sh—Louts,—MﬁzE

icensad Embalmaer's Statement on Reverss Side)

DEC 27 1963

25. DATE RECD. BY LOCAL REG.

23d. LOC,lhTION (City, tawn, or county)

Iema

isgour

(Statk)

Vi
2 GISTRIR'S S AI%
A AS

77,




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

~ or by

v

working under my personal supervision.

pusr) *0g 7051
Jeugleen ‘g

Student

Signarure of Srudent Embalmer

Licensed Embalmer No. ’%7 5/5(

. tp.o. Addresswa

Note: The above MUST BE - SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Failure to.comply
with the above constitutes grounds for revocation of license). b

If embalmed by e STUDENT, he also shall sign in his OWN handwriting:

If |hl5 body s, no! embalmed fact should be so stared above

Vo L St R i,

JIJ R4 €T




